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Predominance of Anger in
Depressive Disorders Compared With
Anxiety Disorders and Somatoform Disorders

Kyung Bong Koh, M.D., Ph.D.; Chan Hyung Kim, M.D.;
and Joong Kyu Park, Ph.D.

Objective: The object of this study was to
make a comparison regarding various dimensions
of anger between depressive disorder and anxiety
disorder or somatoform disorder.

Method: The subjects included 73 patients
with depressive disorders, 67 patients with anx-
iety disorders, 47 patients with somatoform
disorders, and 215 healthy controls(diagnoses
made according to DSM-IV criteria). Anger
measures—the Anger Expression Scale, the
hostility subscale of the Symptom Checklist-90-
Revised (SCL-90-R), and the anger and aggres-
sion subscales of the Stress Response Inventory—
were used to assess the anger levels. The severity
of depression, anxiety, phobia, and somatization
was assessed using the SCL-90-R.

Results: The depressive disorder group
showed significantly higher levels of anger on
the Stress Response Inventory than the anxiety
disorder, somatoform disorder, and control groups
(p < .05). The depressive disorder group scored
significantly higher on the anger-out and anger-
total subscales of the Anger Expression Scale
than the somatoform disorder group (p < .05).

On the SCL-90-R hostility subscale, the depres-
sive disorder group also scored significantly
higher than the anxiety disorder group (p <.05).
Within the depressive disorder group, the severity
of depression was significantly positively corre-
lated with the anger-out score (r = 0.49, p <.001),
whereas, in the somatoform and anxiety disorder
groups, the severity of depression was signifi-
cantly positively correlated with the anger-in
score (somatoform disorder: r =0.51, p < .001;
anxiety disorder: r =0.57, p <.001).

Conclusion: These results suggest that de-
pressive disorder patients are more likely to have
anger than anxiety disorder or somatoform disor-
der patients and that depressive disorder may be
more relevant to anger expression than somato-
form disorder.
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A nger refersto an emotiona state varying from mild
annoyance to rage. The construct of anger was de-
fined by Spielberger et al.* Anger-in, or anger suppression,
refers to the inhibition of overt expression of anger, while
anger-out, or anger expression, refersto an overt display
of verbal and/or physically aggressive behaviors. Anger
expression may have more negative effects than positive
effects as a catharsis unless it occurs in a constructive
manner. Hostility refers to an attitudinal predisposition to
become angry,-often associated with concomitant aggres-
sive behavior.?

In general, anger isknown to be a core stress response.®
A number of studies have found that anger is related to
avariety of mental disorders, including depressive disor-
der. Approximately 30% to 40%. of depressive disorder
patients have been reported to have anger attacks.” It was
found that depressed outpatients had significantly higher
rates of anger attacks than healthy volunteers.® Anger was
also common among depressed postpartum women.® High
levels of hostility are quite common among depressed
patients.” One epidemiologic catchment area study found
a significant association between depression and violent
behavior in community samples.®

Although anger attacks have been most strongly related
to unipolar depression, they also occur in association with
anxiety disorders, eating disorders, and personality disor-
ders and in the absence of any psychiatric illness.***
Nonetheless, it was found that patients with depressive
disorders had twice the prevalence of anger attacks that
anxiety disorder patients had.™® On the other hand, the
severity of depressive symptoms appears to be the most
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significant predictor of the presence of anger attacks
among eating and anxiety disorder populations.’®* Thus,
these studies suggest that depression may play an impor-
tant role in the anger of patients with disorders other than
depressive disorder.

In addition, hostility, particularly repressed hostility, and
anger have been described by severa authors as crucial
factorsin somatization.*® Psychosomatic disorders, such as
essentialhypertension,”™° coronary heart disease,® and
chronic headache,? are also known to be associated with
anger suppression.

Anger and depression have long been hypothesized to
be associated and causally linked. Most theories of depres-
sion acknowledge a causal link between repressed anger
and depression.?>* Research, however, has not clearly
shown such association,?*2®

On the other hand, anger/hostility levels in depressed
patients were found to decrease with recovery after treat-
ment with the tricyclic antidepressant amitriptyline?” and
the selective serotonin reuptake inhibitor fluoxetine.® In
another study on outpatients, the reduction in hostility was
positively related to decreases in depressive symptoms.™
These results suggest that depression may be closely asso-
ciated with anger and that neurotransmission relevant to
depression may be involved in anger.

Comparative data are scarce among other mental
disorder groups, which makes it difficult to determine
whether this association with anger is unique to depres-
sive disorders. In this study, a comparison was made be-
tween the anger in the depressive disorder group and that
in the anxiety disorder group and somatoform disorder
group. The authors examined the relationships between
the severity of depression of each disorder group and
anger and used anger measurements that could reflect a
variety of dimensions of anger, such as anger expression
and anger suppression as well as hostility and aggressive
behavior.

METHOD

Subjects and Procedures

Outpatients from the Departments of Psychiatry at
Severance Hospital and Yongdong Severance Hospital
(both in Seoul, Korea) with diagnoses of depressive dis-
order, anxiety disorder, or somatoform disorder were in-
volved in this study. Diagnoses were made by 2 experi-
enced psychiatrists (K.B.K., C.H.K.) on the basis of
DSM-I1V 2 criteria. Patients were eligible to participate if
they were at least 18 yearsold. However, dually diagnosed
patients were excluded from this study, including those
with a combination of each of the above disorders and
physical diseases or other psychiatric disorders. Subjects
were consecutively selected and interviewed and were
given verbal and written explanation of the study outline.
Only those patients who consented to the study completed
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the questionnaire, which included items regrading socio-
demographic characteristics as well as self-rating scales.
All but 5 patients completed the questionnaire.

The healthy controls included hospital employees,
family members of medical students, and family members
of general ward patients. They were each sent a letter of
consent and the questionnaire, along with awritten expla-
nation of the study. All but 11 subjects completed the
guestionnaire and returned it to the authors. Two hundred
fifteen healthy subjects (108 men, 107 women) 18 years
of age or older (mean + SD =41.7 £ 10.4 years) partici-
pated in the study. Before they were screened for the
presence or absence of physical and psychiatric disorders
viathe questionnaire, subjects other than the medical stu-
dents’ family members were contacted directly by psychi-
atric residents to make sure that they had no physical and
psychiatric disorders. For family members of medical
students, we asked the medical students to check the pres-
ence or absence of physical and psychiatric disorders and
to include only those who had no disorders. Also, from
the self-report questionnaire, none of these subjects re-
ported being treated for physical or psychiatric disorders
or having symptoms of such disorders.

The depressive disorder group included 45 patients
with major depressive disorder and 28 with dysthymic
disorder (32 men and 41 women intotal). The anxiety dis-
order group consisted of 45 patients with panic disorder,
13 with generalized anxiety disorder, and 9 with phobic
disorder (37 men and 30 women in total). The somato-
form disorder group included 22 patients with undifferen-
tiated somatoform disorder, 8 with somatization disorder,
11 with paindisorder, 3 with hypochondriasis, 2 with con-
version disorder, .and 1 with body dysmorphic disorder
(26 men and 21 women in total). Their sociodemographic
characteristics are described in Table 1.

The psychological” measures included the Korean
version® of the Anger Expression Scale,' the anger and
aggression subscales of the Stress Response Inventory,*
and the hostility, depression, anxiety, phobia, and soma-
tization subscales of the Korean version® of the Symptom
Checklist-90-Revised (SCL-90-R).** The Anger Expres-
sion Scale is a 22-item self-rating instrument designed
to assess the levels of anger expression’(anger-out) and
anger suppression (anger-in). In this study, it was rated on
a 4-point scale ranging from 1 to 4. The Stress Response
Inventory is a 39-item self-rating instrument developed
for assessing the severity of stress responses during the
last week. The anger subscale of the Stress Response
Inventory has 4 items, and the aggression subscale has
6 items. They were rated on a 5-point scale ranging
from 1to 5. The SCL-90-R is a 90-item self-rating instru-
ment for assessing psychopathology during the last week
and includes 9 subscales. The hostility subscale of the
SCL-90-R has 6 items, and the depression subscale has
13 items.
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Table 1. Sociodemographic Characteristics®

Depressive Anxiety Somatoform Healthy
Disorder Disorder Disorder Controls
Characteristic (N=73) (N=67) (N=47) (N =215) Statistic df p
Sex

Male 32 (43.8) 37 (55.2) 26 (55.3) 108 (50.2)

Female 41 (56.2) 30 (44.8) 21 (44.7) 107 (49.8) x2=2.34 3 .51
Age, y,mean = SD 38.3+12.3 384+115 37.3+131 41.7+104 F =354 3 .02
Education, y, mean + SD 13.4+36 13.8+2.9 12.2 + 4.0° 142+ 3.0 F=5.27 3 .001
Religion

Present 52 (72.2) 53 (81.5) 28 (68.3) 135 (65.2)

Absent 20 (27.8) 12 (18.5) 13(31.7) 72 (34.8) x2=6.53 3 .09
Marital status

Married 44 (67.7) 48 (77.4) 26 (65.0) 161 (77.8)

Single 20 (30.8) 14 (22.6) 14 (35.0) 46 (22.2) x2=4.48 3 21
Monthly income (x $1000), mean + SD 2.23+0.95 2.46 + 0.76° 2.01+0.80° 2.52+0.70 F=6.71 3 <.001
Duration of illness, mo, mean + SD 19.4+£29.5 219+ 257 25.6 £ 329 F =0.66 2 .52
&/alues shown as N (%) unless otherwise noted.
bLower in somatoform disorder patients than in healthy controls (Scheffé test, p < .05).

Greater in patients with anxiety disorder than in those with somatoform disorder (Scheffé test, p < .05).
dLower in somatoform disorder patients than.in healthy controls (Scheffé test, p <.05).
Table 2. Symptom Checklist-90-Revised (SCL-90-R) Subscale Scores (mean * SD) by Psychiatric Diagnosis*

Depressive Anxiety Somatoform Healthy
SCL-90-R Disorder Disorder Disorder Controls
Subscale (N=73) (N =67) (N =47) (N = 215) F df p
Depression 63.5+14.48 52,7+ 12.2° 56.1+ 14.7° 46.4+10.2 39.74 3,398 <.001
Anxiety 61.6 + 15.3¢ 57.0+14.1° 57.4+ 143 479199 28.39 3,398 <.001
Phobia 58.7 + 18.29 60.6 £ 16.8_h 56.4 +17.7 50.2+ 126 11.47 3,398 <.001
Somatization 56.5 + 14.9' 53.0+10.8 56.8 16,5 479+ 10.2 13.96 3,398 <.001

*Significant between-group differences (Scheffé test, p < .05) were as follows: “depressive disorder > anxiety disorder, somatoform disorder, and
healthy controls; "anxiety disorder > healthy controls; “somatoform disorder > healthy controls; “depressive disorder > healthy controls; ®anxiety
disorder > healthy controls; 'somatoform disorder > healthy controls; 9depressive disorder > healthy controls; hanxiety disorder > healthy controls;

'depressive disorder > healthy controls; Janxiety disorder > healthy controls; ¥somatoform disorder > healthy controls.

Data Analysis

Analysis of variance (ANOVA) was conducted to com-
pare the scores of each of the psychological measures and
some sociodemographic data (age, income, and duration
of education) among the 4 groups. The Scheffé test was
then employed as a post hoc test. Comparisons of anger
measures for the types of depressive disorders (major
depressive disorder vs. dysthymic disorder) were made
using the Student t test. Comparisons of demographic data
such as gender, marital status (married vs. single), and re-
ligion (present vs. absent) among the groups were made
using the chi-square test. Pearson correlation was used to
determine the relationships of demographic data, such as
age, level of education, income, and duration of illness,
with the anger measure scores. Two-way ANOVA was also
conducted to examine the interaction of gender and group.

RESULTS

Sociodemographic Data

The sociodemographi ¢ characteristics of the patient and
control groups are described in Table 1. Patientswith soma:
toform disorders had a significantly lower level of educa-
tion than healthy controls. The somatoform disorder group
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had a significantly lower income than the anxiety disorder
and contral- groups: However, no significant differences
were found in terms of gender, marital status (married vs.
single), or religion (present vs. absent) among the 4 groups,
which included 3 types of patients and healthy controls.

Relationship Between Psychiatric Diagnoses
and SCL-90-R Subscale Scores

The relationship between psychiatric diagnoses and
scores on the SCL-90-R subscal esrel evant to the diagnoses
was examined to confirm the validity of the diagnoses made
by the 2 psychiatrists. As a result, the depressive disorder
group was characterized by the highest mean scoreson each
of the depression and anxiety subscales. The anxiety dis-
order group had the highest mean scores on the phobia sub-
scale, and the somatoform disorder group had the highest
mean scores on the somatization subscale (Table 2).

Correlations of Outcomes on
the Different Anger Rating Scales

The anger-total scores of the Anger Expression Scale
correlated significantly with each of the subscale scores
of other scales (SCL-90-R hostility: r=0.57, p<.001;
Stress Response Inventory anger: r = 0.54, p < .001; Stress
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Table 3. Scores (mean + SD) for Anger in Each Disorder Group and the Control Group*

Depressive Anxiety Somatoform Healthy
Disorder Disorder Disorder Controls
Anger Measure (N=73) (N=67) (N=47) (N =215) F df p
Anger Expression Scale
Anger-in 228+7.1 23.6+59 22.3+6.8 21.7+55 191 3,396 13
Anger-out 21.0+8.3 18.3+5.6 16.7+ 4.6 19.1+54 5.32 3,396 .001
Anger-total 438+9.9 419+71 39.0+7.9 40.8+8.0 3.89 3,396 .009
SCL-90-R hostility 54.4 + 13.5° 484 +11.2 49.6+12.3 469+86 9.33 3,398 <.001
Stress Response I nventory
Anger 16.4+6.1¢ 134£5.0° 13854 11.0+ 4.2 24.78 3398  <.001
Aggression 7.2+3.8 58+34 6.1+34 59+24 3.87 3,397 .009

* Abbreviations: anger-in = anger suppression, anger-out = anger expression, SCL-90-R = Symptom Checklist-90-Revised. Significant between-
group differences (Scheffé test, p < .05) were as follows: depressive disorder > somatoform disorder; "depressive disorder > somatoform disorder;
depressive disorder >-anxiety disorder and healthy controls; ddeprve disorder > anxiety disorder, somatoform disorder, and healthy controls;
eanxiety disorder > healthy controls; 'somatoform disorder > healthy controls; Sdepressive disorder > healthy controls.

Response Inventory aggression:.r = 0.45, p <.001). The
score on the SCL-90-R hostility subscale also correlated
significantly with the Stress Response Inventory anger
(r=0.71, p<.001) and aggression (r=.0.79, p< .001)
subscal e scores. Thus, all these anger scalesand subscales
can be effectively used as instruments for measuring
anger levels, although the nature of each of .the scales
may be different.

Comparison of Anger and Depression
Among Disorder and Control Groups

The depressive disorder, anxiety disorder, and somato-
form disorder groups scored significantly higher on the
Stress Response | nventory anger subscal e than the healthy
controls. A comparison across the 3 disorder groups was
made of scores on the anger scales used in the study. The
depressive disorder group scored significantly higher on
the anger-out and anger-total subscales of the Anger Ex-
pression Scale than the somatoform disorder group and
higher on the anger subscal e of the Stress Response Inven-
tory than the somatoform disorder and anxiety disorder
groups. In addition, the depressive disorder group scored
significantly higher on the SCL-90-R hostility subscale
than both the anxiety disorder and the control groups. On
the Stress Response Inventory aggression subscale, the
depressive disorder group scored significantly higher than
the control group (Table 3).

Thelevel of depression, as measured by the depression
subscale of the SCL-90-R, was significantly higher in the
depressive disorder group compared with the anxiety dis-
order, somatoform disorder, and control groups. Also, each
of the patient groups showed a significantly greater level
of depression than the control group (see Table 2).

Relationship Between Severity of Depression
and Anger Measures in Each of the Disorder Groups
and Control Group

The depressive disorder group showed significant
positive correlations between the level of depression and
the anger measures, including the Anger Expression Scale
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Table 4. Scores (mean + SD) on Anger Measures in Major
Depression and Dysthymic Disorder®

Major Dysthymic

Depression  Disorder
Anger Measure (N =48) (N = 25) t df p

Anger Expression Scale

Anger-in 221+70 242+73 -121 71 .23
Anger-out 22.3+82 185+8.2 188 71 .07
Anger-total 44.4+10.3 427+93 068 71 .50

SCL-90-R hostility

Stress Response Inventory
Anger 11.5+4.4 104+39 105 71 .30
Aggression 74+38 6.8+£38 060 71 .55

@Abbreviations: anger-in = anger suppression, anger-out = anger

expression, SCL-90-R = Symptom Checklist-90-Revised.

552+138 53.0+131 065 71 .52

anger-out (r=0.49, p<.001) and anger-total (r=0.50,
p <.001) 'subscales, the SCL-90-R hostility subscale
(r=0.72, p<.001), and the Stress Response Inventory
anger (r=0.72, p<.001) and aggression (r=0.56,
p < .001) subscales; the exception was the Anger Expres-
sion Scale anger-in ‘subscale (r = 0.12, p=.31). On the
other hand, no significant differences were found on the
scores of any of the anger scales between the major depres-
sion group and the dysthymic disorder group (Table 4).

In the somatoform disorder and.anxiety disorder groups,
the levels of depression were significantly positively cor-
related with the anger measures as shown by scores of the
Anger Expression Scale anger-in (r =0.51, p<.001;
r=0.57, p<.001) and anger-total (r=0.41, p=.005;
r =0.62, p <.001) subscales, the SCL-90-R hostility sub-
scale(r = 0.66, p <.001; r =0.72, p <.001), and the Stress
Response Inventory anger (r=0.73 p<.001; r=0.75,
p<.001) and aggression (r=0.48, p=.001; r=0.62,
p < .001) subscales; the exception was the Anger Expres-
sion Scale anger-out subscale score (r = -0.06, p = .68;
r=0.17, p =.15).

The control group showed significant positive cor-
relations between the level of depression and the anger
measures, such as the Anger Expression Scale anger-in
(r=0.45, p<.001), anger-out (r=0.43, p<.001), and
anger-total (r =0.60, p < .001) subscales, the SCL-90-R
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hostility subscale (r =0.81, p < .001), and the Stress Re-
sponse Inventory anger (r = 0.63, p < .001) and aggression
(r=0.45, p <.001) subscales.

Relationship Between Sociodemographic Variables
and Anger in the Depressive Disorder Group

In the depressive disorder group, men scored signifi-
cantly higher than women in the Anger Expression Scale
anger-out subscale (23.2+8.3 vs. 19.3+ 8.0; t=2.04,
df =71, p=.045). However, no significant differences
were found in scores on the anger-in (21.8+5.3 vs.
23.6+82; t=-=1.08, df =69, p=.28) and anger-total
(45.1+89 vs. 429+10.7; t=.94, df =71, p=.35)
subscales, the SCL-90-R hostility subscale (54.8 + 13.2
vs. 54.1+13.9; t=.22, df =71, p=.83), and the Stress
Response Inventory anger< (15.9+5.4 vs. 16.9 +6.6;
t=—-.68, df =71, p=.50) and aggression (7.5 4.1 vs.
6.9+ 3.5; t= .67, df =71, p=.50) subscales. Age, level
of education, income, and duration of  illness had no
significant correlations with scores on-the anger-in
(r=-0.03, p=.81; r=-0.002, p=.99; r=0.01, p=.93;
r =0.15, p=.19), anger-out (r =-0.07, p = .56; r = 0.01,
p=.94; r=0.10, p=.41; r =-0.09, p = .44), and-anger-
total (r=-0.08, p=.51; r=0.007, p=.96; r=0.09,
p =.46; r = 0.03, p = .78) subscales; the hostility subscale
(r=-0.12, p=.31; r=-0.13, p=.27; r=-0.10, p= .39;
r=0.01, p=.95); and the anger (r=-0.06, p=.61;
r=-0.17, p=.15; r=-0.20, p=.09; r=0.05, p=.66)
and aggression (r=-0.20, p=.09; r=-0.03, p=.83;
r=-0.10, p = .41; r = 0.02, p = .90) subscales.

In addition, no significant differences were found be-
tween married and single subjects in the Anger Expres-
sion Scale anger-in (22.0+7.1 vs. 23.5+5.8; t =—-83,
df =62, p=.41), anger-out (20.2+ 7.7 vs. 22.7+9.3;
t=-1.11, df = 62, p=.27), and anger-total (42.3+ 9.1vs.
46.2+ 8.7, t=-1.64, df =.62, p=.11) subscales; the
SCL-90-R hostility subscale (53.1+ 11.7 vs. 55.7 + 15.0;
t=-76, df =62, p = .45); and the Stress Response Inven-
tory anger (16.1+ 6.2 vs. 17.0+5.6; t =—.58, df =62,
p =.57) and aggression (6.6 + 3.3 vs. 7.5+ 4.1; t =98,
df =62, p =.33) subscales.

Since a significant difference was found in the anger-
out score between men and women in the depressive dis-
order group, 2-way ANOVA was conducted to determine
the interaction of gender and group. This test revealed a
significant gender-by-group interaction (F = 2.81, df =3,
p =.04). Finally, it was discovered that regardless of gen-
der, the depressive disorder group scored significantly
higher than the somatoform disorder group on the anger-
out subscale.

DISCUSSION

We examined the association between psychiatric
diagnoses and scores on the SCL-90-R subscal es rel evant
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to the diagnoses to confirm the validity of the psychiatric
diagnoses made by the 2 psychiatrists. As shown in Table
2, each disorder group was consistent with its relevant
SCL-90-R subscale, with the highest mean score on the
respective subscales.

This study found that the depressive disorder patients
showed a greater level of SCL-90-R hostility and Stress
Response Inventory anger and aggression than the healthy
subjects. In other studies, levels of anger and hostility were
increased in depressed patients compared with normal
controls.>* Thus, depressive disorder could be considered
arisk group for anger or hostility.

In particular, the depressive disorder group scored sig-
nificantly higher on the anger and hostility subscales than
the anxiety disorder group. In another study, it was found
that depressed patients had more frequent anger attacks
when compared with anxiety disorder patients.’® Also, the
depressive disorder group had significantly higher scores
on the Anger Expression Scale anger-out and anger-total
subscales and the Stress Response Inventory anger sub-
scale than the somatoform disorder group. These results
indicate that the depressive disorder patients exhibited the
highest levels of general anger responses among the 3 dis-
order groups and that anger might be characteristic of the
stress responses of depressive disorder patients, although
the anxiety disorder and somatoform disorder patients
showed higher anger levels than the healthy controls. Fur-
thermore, from the findings that the level of depression
was significantly higher in the depressive disorder group
compared with the anxiety disorder and somatoform dis-
order groups; it is strongly suggested that depression is
likely to be associated with anger.

Previous research has linked anger suppression with
depression, and the “ anger-turned-in” hypothesiswas pro-
posed as a psychodynamic theory of depression.3*>" How-
ever, our present study found that the depressive disorder
group showed significantly higher scores on the Anger
Expression Scale anger-out subscal e than the somatoform
disorder group and that the severity of depression in the
depressive disorder group was also positively correlated
with scores on the anger-out subscale. These results sug-
gest that depressive disorder may be more related to anger
expression than somatoform disorder. Other. studies, in
agreement with our findings, have shown that depression
isrelated to the overt expression of hogtility. %

In other studies, increasesin the levels of anger experi-
ence and anger suppression have been identified as pos-
sible causes of depression, whereas depression may also
cause changes in anger dimensions via mediating factors,
such as learned helplessness,* neurochemical changes,*
or interactional patterns.*®

In this study, no significant difference was found on
the scores of any of the anger scal es between patientswith
major depression and those with dysthymic disorder. In
another study, however, patients with major depression
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were reported to have more anger attacks than patients
with dysthymia.*

On the other hand, the severity of depression in the
somatoform disorder and anxiety disorder groupswas sig-
nificantly positively correlated with Anger Expression
Scale anger-in scores. These results suggest that anger
suppression may be related to depression in the anxiety
disorder and somatoform disorder groups.

With respect to the relationship between gender and
anger in the depressive disorder group, men scored signifi-
cantly higher on the Anger Expression Scale anger-out
subscal e than women. This finding suggests that men are
more likely to express anger than women. In previous
studies, however, women were found to have more severe
depression,**® stress experiences,*” and stress responses®
than men.

Several conclusions can be drawn from our study.
First, depressive disorder patients are more likely to have
anger than anxiety disorder and somatoform disorder pa-
tients. Second, depressive disorder/may be more relevant
to anger expression than somatoform disorder. Finally, it
isstrongly suggested that depression islikely tobe associ-
ated with anger. Further studies are required to.investigate
the causal relationship between anger and depression in
depressive disorders. In addition, the effect of treatment
for depression on anger expression and anger suppression
in depressive disorder patients and the difference of such
effects between patients with depressive disorders and
other psychiatric patients need to be examined.

Drug names. amitriptyline (Elavil and others), fluoxetine (Prozac and
others).

Disclosure of off-label usage: The authors have determined that, to the
best of their knowledge, no investigational information about pharma-
ceutical agents has been presented in this article that is outside U.S.
Food and Drug Administration—approved labeling.
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